Abstract: Linear IgA dermatosis is a rare subepidermal autoimmune blistering disease characterized by linear deposition of IgA along the basement membrane zone. In the last three decades, many different drugs have been associated with the druginduced form of the disease, especially vancomycin. We report a case of vancomycin-induced linear IgA disease mimicking toxic epidermal necrolysis. The aim of this work is to emphasize the need to include this differential diagnosis in cases of epidermal detachment and to review the literature on the subject and this specific clinical presentation.
INTRODUCTION

Linear IgA dermatosis (LAD) is a rare autoimmune mucocutaneous blistering disease characterized immunohistopathologically by subepidermal blister and linear deposition of IgA along the basement membrane zone (BMZ) on direct immunofluorescence (DIF). It is classified as spontaneous and drug-induced (DI-LAD)
forms. 1 Since the first publication about DI-LAD in 1981, more than one hundred cases have been reported associating different drugs with the disease, especially vancomycin. 2, 3 Annular or polycyclic plaques and papules with blistering around the edges (string of pearls sign) is the classic presentation of LAD, occurring usually in childhood. 4 Development of LAD in adulthood can be clinically polymorphic, mimicking dermatitis herpetiformis (DH), bullous pemphigoid (BP), pemphigus vulgaris, erythema multiforme and toxic epidermal necrolysis (TEN).
5
DI-LAD tends to be more severe, extensive and atypical than spontaneous LAD. In a recent study with an expressive number of cases for a rare condition, the frequencies of mucosal involvement, presence of target or target-like lesions and the string of pearls sign did not differ between the two forms of the disease. However, Nikolsky's sign and large erosions were significantly more frequent in patients with DI-LAD. 1 Few cases have been published of the rare and dramatic TEN-like clinical presentation of the disease. 5 This report is justified by its iconographic exuberance, rarity and the need to include the disease in the differential diagnosis of patients with epidermal detachment.
CASE REPORT
A 75-year-old male patient was hospitalized for surgical myocardial revascularization. Past medical history included high blood pressure, diabetes, dyslipidemia and ischemic stroke. In the previous three days, he had developed painful oral ulcers, tense and flaccid bullae and vesicles over the limbs and trunk. We also identi- The DIF pattern presented by our patient is classic in LAD, but C3 and IgM deposits can also be found in association with IgA.
LAD histopathology is not specific and may be similar to DH and BP. A subepidermal blister with neutrophilic infiltrate is the most common description, but the infiltrate can be eosinophilic, mimicking BP. of causality in the majority of them. Diagnosis usually relies on chronology and previously published cases. However, as these patients are often exposed to many concurrent medications, establishing a cause-effect relationship may be challenging. Challenge-dechallenge-rechallenge testing protocol should be the gold-standard procedure, but is not always feasible because of ethical and operational aspects. 3 A reasonable option is the use of internationally accepted algorithms for causality assessment in adverse drug reactions (ADR), such as Naranjo algorithm (Chart 2). 10 In the case we presented, vancomycin was considered to have induced LAD due to chronological plausibility, a Naranjo score of 4 (possible ADR) and previous conclusive reports on this reaction.
This report aims to draw attention to the possibility of LAD in cases of suspected TEN and to emphasize the need for a biopsy and DIF in all of them. The list of medications implicated in DI-LAD development has grown in recent years, but one has to be cautious in establishing causality. The use of algorithms to estimate the probability of ADR can aid in establishing a diagnosis.q
